ment and also a new type of general arc therapy, and he improved immediately. Now he is gaining weight and though he still has to be fed through the jejunostomy the disease has almost healed and the mouth is being opened again by plastic surgery. (Fig. 1) ].
veins over and above what had been suspected on clinical examination ( fig. 4 ). I am indebted to Professor Haxthausen for the loan of the prints exhibited. They have been taken either by the light of a Finsen-Reyn carbon arc lamp, or of two 2 Watt Nitrophot lamps. An Ilford sensitized plate and filter has been used.
The PRESIDENT said that many of those present had seen Dr. Lomholt's lamp at Copenhagen in 1930. It was now possible to judge the results of treatment with it which seemed to show that it was a distinct advance on the older methods. THE first trials in this connection -ere made in 1891, but were unfavourably reported upon. Six years later Sir Malcom Morris reported success in six cases of virulent lupus, using T.R., and other workers reported favourable results. But the method was soon abandoned, owing to adverse sequelh and, in some cases, definite aggravation. The introduction of other methods, notably the Finsen and carbon arc lamps, have completely overshadowed tuberculin administration at the present day. It would appear that very few dermatologists are using it, for we have been unable to obtain any information that could assist us in a choice of preparation, dosage, or time intervals, either in this country or abroad.
In the treatment of the four cases demonstrated old tuberculin (T.A.F.) and at a later stage, tuberculin, B.E. (the bacillary emulsion) have alone been used. These preparations were obtained from Messrs. Bayer & Co., the English agents. T.A.F. briefly is the filtrate from cultures grown in a fluid medium free from peptone, and concentrated by evaporation to one-tenth of its original volume. B.E. is the actual growing bacillus, obtained from a solid medium, and after killing, ground down until it is so finely comminuted that no bacilli can be recognized, microscopically. It is made up as an emulsion 5 mgm. in 1 c.c. and diluted as required. Of the three reactions following injection (always hypodermic) (1) the "track reactions" or site of puncture is of no clinical importance. It does not necessarily precede a general reaction nor give indication of approaching intolerance. It does not indicate the severity of the patient's infection. It is invariably more severe with T.A.F. than that following injection of B.E., which, on the other hand, is frequently followed by small indolent subcutaneous infiltrations.
The " general reaction " must be treated with more respect, for upon its severity partly depends the size of the following dose, and in some cases the timeinterval of its administration. Shortly defined a severe general reaction includes a rise of temperature above 100°F., together with rigors, headache and malaise. It is particularly likely to occur in early cases of pulmonary infection if the dose is too high.
Focal reaction is the temporary flaring up of existing tuberculous foci wherever they may be situated in or on the body. It is the most important factor in the regulation of tuberculin therapy, and is a very real source of danger in cases of overdose or in subjects with a high degree of allergy. This is not to say, however, that some degree of focal reaction is harmful, for as Camac Wilkinson maintains " we cannot fight the disease in the focus without the aid of reactions in the focus."
In treating skin and ocular lesions the focal reaction is under direct observation, but as the reactions are purely cutaneous we ignore them when they occur, and space and estimate the amount of each dose, purely on the temperature and the general reaction of the patient. As long as there is no marked decrease in weight, and as long as the lesions themselves are showing signs of healing, the normal intervals and graduated increases of the doses given are continued.
The size of the primary dose depends on the reaction to the diagnostic intradermal and subcutaneous injections of T.A.F., and the history of the case. We determine an initial dose which would appear extremely unlikely to cause any disturbing effect (Hammer reports severe G.R. after 0000002 c.c.). The doses are given twice weekly to maintain and increase tolerance. It seems to be generally conceded that it makes no difference what preparation of tuberculin is used, although there is some evidence that suggests that B.E. does not cause the same temperature effects as T.A.F. Theoretically B.E. attacks the bacilli, T.A.F. the products of their activity, i.e., the toxins.
We believe as a result of our observations in the following cases that:
(1) The tuberculin treatment has fallen into undeserved neglect.
(2) In certain types of apparently hopeless tuberculosis of the skin it offers a reasonable chance-where other methods have failed-of improving the local condition and the general health.
(3) When such improvement has occurred, it becomes possible to apply more modern and selective treatments, which the ulcerated conditions described in our series would not have tolerated.
(4) It appears to us that the treatment should be rescued from its present position as a last resource. It is rarely applied for instance, in early renal, pulmonary, osseous, or ocular tuberculosis, in the treatment of which Camac Wilkinson has shown in a recent book that it is exceedingly valuable even when unsupported by other agents.
(5) We consider that one or more public treatment centres should be established in London, as the work involved is highly specialized and time-robbing and could not fairly be allocated and added to the routine of any particular department at a hospital.
F. R. an Italian, aged 58, had been referred from the London Hospital in July 1919 for extensive ulcerating lupus of the face. The cartilages of the nose had long since beep destroyed, there were " open " patches on both cheeks, and the ears were also in process of destruction. He was admitted to the wards in August 1919, and after thorough scraping of all the affected granulating areas, with application of Souttar's cautery, was discharged much improved in January 1920, for treatment as an out-patient. By April there were active recurrences on the cheeks and on the buccal mucosa-for which his remaining teeth had to be extracted. During the ensuing two months tentative attempts with T.B. and staph. vaccine effected some apparent improvement, but it was of short duration, and in May of that year a few X-ray treatments were given to the active patches on the cheeks. Between 1922 and 1926 he ceased attending, but in February of that year he reappeared and was treated with very variable results and much fluctuation of the local infections, with the carbon-arc lamp to the body, and the Kromayer compression method (blue glass) to the lesions.
These however persisted, healing at times and breaking down into septic and destructive ulcers at others. In April 1933, he attended for tuberculin injections and has made slow, but steady progress ever since. Except for some slight ulceration of the right pinna, all the open lesions have healed, and his weight, subjective reactions to the suminer sun, which had greatly distressed him previously, have improved.
William W., aged 51, had suffered from severe lupus of the face for six years, when he was first seen as an out-patient in August 1930. The infection was believed to have started on the nose, and soon afterwards the skin in the neighbourhood was accidentally cut by broken glass. The patient had had no medical treatment for four and a half years. There was no history of tuberculosis either in the patient or his family. On admission, the skin of the whole face and much of the scalp was infiltrated by the tuberculous infection, and on the left cheek there was a large ulcer, with frayed indolent edges. Local treatment with the tungsten arc lamp, and with pure lactic acid by the laryngologist for destructive ulceration of the septum and nasal choanae was carried out in the wards with some success. In November, subcutaneous injections with iodized ol. morrhue 5 c.c. weekly had a good result, so that in July 1931 the ulcerations had healed, and he was discharged for convalescence to Clacton, with injunctions to continue on the salt-free diet he had been given while in hospital.
The patient was liable to alcoholism and this may have been a contributory cause of the complete and severe relapse which again brought him to hospital. In September 1932 he was still in bed with ulceration of the whole forehead, face and anterior half of the neck. The vascular granulations bled at the slightest touch, he was hideously disfigured, so that for the sake of the other patients he had to wear a lint mask continuously.
Tuberculin treatnment was begun on September 24, 1932, with an initial dose of 0 000005 c.c. T.A.F. The injections were continued bi-weekly to March 28, 1933, when the dose had reached 0 12 c.c. From April 1, tuberculin emulsion (B.E.) has been used, starting with an initial dose of 0 * 001 c.c., rising by bi-weekly increments to 0 * 375 c.c. in seven months. From that point onwards the injections were given weekly.
The first series of injections in September 19082 caused burning of the face and swelling of the upper lip. Improvement had begun on November 12, forty-nine days after commencement of treat.ment. On January 3, 1933, the dose had reached 0 * 004 T.A.F., and from about this time onwards, the general reactions began to increase in severity, and the focal reactions were also more marked, lasting two or three days after each injection. On February 20 it was noted that there were no raw areas of any size on the cheeks or scalp. A resistant small ulcer to the left of the nose was still present on April 1, and a change was made to the B.E. preparation, which was given in increasing doses, starting from the lower level of 0 001 c.c.
The second and third doses were doubled without ill-effect or rise in temperature.
The increases from this point onwards averaged 20 to 30 % and were continued throughout May, June and July. On August 2, it is noted that all ulcers are healed and the skin is loosing its intense redness. Injections of B.E. are being continued once weekly at the present time-the latest having reached a dose of 0 * 95 c.c. B.E. Although it is obvious that much lupus tissue persists, it is in a quiescent condition and suitable for Finsen or other therapeutic measures. A. R., female, aged 47. First seen in July, 1929, with two " gummatous " ring-like, and extremely chronic ulcers on either side of the chin and just below and partly involving the mouth angles. There were two areas of leukoplakia buccalis, possibly caused by dental plates.
The Wassermann reaction was negative. Notes submitted by the ophthalmic department stated that the patient had been treated at Moorfields two years previously for tuberculous kerato-irido-cyclitis.
The ulcers, which could scarcely be dignified by that name, as their bases were almost covered-except at the extreme periphery-with epithelium, were each about the size of a shilling and exhibited a raised, almost circular edge, which was only occasionally crustcovered. A portion removed for biopsy about this time was reported to be a " papilloma, with many hair follicles and patches of round inflammatory cells, and old blood-pigment intermingled." The pathologist did not support the clinical diagnosis of tuberculosis. In the autumn of 1929 the patient was shown at a meeting of this Section, but a firm diagnosis could not be obtained, although tuberculosis was regarded as the most probable.
Various treatrnents-including pyotropin, the Kromayer lamp compression method, the general carbon-arc bath, freezing with carbon dioxide, sanocrysin, X-rays, and, finally, intravenous antiluetic treatment-all proved unavailing. The disfiguring indolent rings persisted and, in addition, some ulceration of the right lower lid had developed and the eyesight had deteriorated considerably, while there was increasing activity of the right cutaneous ulcer, so that, probably by lymphatic extension, the adjoining buccal mucous membrane had become involved.
On May 5, 0-00001 c.c. of tuberculin (T.A.F.) was given intradermically, and on May 11 there was still a marked local reaction, although there had been no rise of temperature. A course of bi-weekly injections (subcutaneous) was decided upon, and on July 13 the buccal lesions had cleared and the ulceration on the lower lid had almost healed. The vision had also greatly improved so that the patient was able to read a newspaper without glasses and resume a modified extent of her previous occupation. The largest dose, given no less than five times, bi-weekly, was 0-175 T.A.F. She is now on B.E. and has reached 0* 035 c.c. Latterly her attendance has been irregular owing to the nature of her employment, and subsequent doses will have to be reduced.
The cutaneous improvement in this case was unduly long in appearing, and it was only by persisting against apparent failure that definite improvement occurred, five months after commencing treatment. It should be emphasized, on the other hand, that the ocular improvement was very rapid, so that she was able to discard her glasses in twelve weeks from the date ofher first injection on May 14.
Regarded as a control, the case of L. B., male, aged 53, is of some interest and importance. This man was referred from the aural department on February 8, 1933, with the suggested diagnosis of rodent ulcer on the scalp above the right ear. The appearances were strongly suggestive of that disease, but before applying radiotherapy a small piece was submitted to the pathologist. His report was"strongly suggestive of tuberculosis." A doubtful intradermal test response was obtained and we instituted tuberculin therapy in April. This was continued for four months without any clinical improvement. Another biopsy on August 17, produced the diagnosis of infective papilloma, and it was only with the sudden development of a presternal swelling, which was at first suspected to be a secondary deposit, that a Wassermann test revealed the true nature of the symptoms. Antisyphilitic treatment had a rapid effect, and the ulcer is now healed. The complete failure to respond to the tuberculin treatment, while the other four cases were improving so markedly, is very significant, and indicates the strictly specific nature of this line of therapy.
The atypical temperature chart is worth comparing with the others of the series,* and illustrates the value of the method in establishing the absence of a tubercular infection, both in the lesion suspected, and in other tissues.
[*Temperature charts were demonstrated and explained on the epidiascope.]
Di8cUs8ion.-Mr. C. L. GIMBLETT, referring to cases of tuberculosis in the eye, said that one encountered a special kind of iridocyclitis (an inflammation of the iris and ciliary body, with effusion into the vitreous and deposits of small white spots on the back of the cornea known as keratitis punctata) in which every kind of investigation as to the cause proved negative, nose, throat, teeth, stools, were examined, Wassermann tests were made, and the genito-urinary tract was examined, all with negative results. As soon as any deterioration of health occurred there was a relapse, and to add to the patient's anxieties the other eye began to be affected in the same way.
Some of the cases consistently negative to the tests usually applied were positive to the intracutaneous tuberculin test and responded to tuberculin treatment in a remarkable way.
In 1927 he had sent such a case to Dr. Camac Wilkinson with the result that the eye first attacked had been saved, and the second eye had shown no further deterioration. He had never seen iridocyclitis in a man with advanced phthisis or a tuberculous kidney or joint.
He believed that a large number of people became infected with tuberculosis and a considerable portion of them recovered without having further trouble from the disease. A small proportion went downhill from the start and had to have sanatorium treatment, but a considerable remainder never got quite wvell, and when their resistance fell below par they were liable to have iridocyclitis. It was unlikely that such cases would be diagnosed by the physician as tuberculous, but they were positive to intracutaneous tuberculin tests and responded well to tuberculin treatment.
Dr. R. CARSWELL said that he had had an opportunity of seeing these cases of tuberculosis of the skin seven months ago at the Royal Northern Hospital, and again shortly afterwards in private with Dr. Burnell -Jones, when certain matters of technique came up for consideration, and that he was able to testify to the great improvement that had taken place in all the cases. He had joined the Society with the primary object of seeing them again and taking part in the discussion concerning them. He was of opinion that the cases seen to-day had a good chance of becoming historic, and for the following reasons: (1) being visible manifestations of tuberculosis, they were in course of treatment by progressively increasing doses of tuberculin, raised to large amounts, in accordance with Koch's directions; (2) the whole substance of the bacillus was being used as the immunizing agent; (3) no entirely satisfactory or adequate examination of Koch's work on this subject had hitherto appeared, certainly not in this country. The nearest approach to it was to be found in a paper by Sir Malcolm Morris and Dr. Arthur Whitfield, entitled " Six Cases of Lupus Vulgaris treated by Koch's New Tuberculin," published in the British Medical Journtal in 1897. In that paper the authors reported that the good effects referred to by Koch had been fully conifirmed, " the improvement in one or two, and these the worst of them, being so remarkable that the necessary bald clinical record failed to convey an adequate idea of the change that had been wrought in the affected parts, to be fully appreciated they had to be seen."
It was unfortunately true that all the cases relapsed and that Sir Malcolm AMorris and Dr. Whitfield subsequently abandoned the method altogether, so far as could be discovered from the literature. Dr. Burnell-Jones had already gone further than the two authorities mentioned: he had now reached nearly 1 c.c. of the bacillary emulsion, which was more than double the highest dose recorded by them.
In view of the significance of the cases now shown, he wished to suggest that Dr. Semon and Dr. Burnell-Jones be asked to bring forward these cases periodically, at intervals of three months or so, for a considerable time to come, in order that the further course of events might be watched by the members of the Society. It would not be too much to ask for a three years' course of treatment, with intervals, in cases of this severity. C. M., aged 19. Nothing relevant elicited from family history. About nine years ago the patient was operated on at King's College Hospital for tuberculous glands in the neck. There is a long scar below the line of the lower jaw on the left side, another small one on the left cheek near the angle of the jaw, and another on the right fold of the neck above the clavicle. Soon after the operation, the existing patch of lupus vulgaris appeared at the site of the small scar on the left cheek. The lupus erythematosus first appeared on the scalp about eighteen months ago, and the patch on the right cheek about four months lator.
Coincident Lupus
Present condition.-There is a patch of lupus vulgaris, as already stated, on the left cheek near the angle of the jaw. This was evidently a sequel to the operation. On the scalp there is extensive lupus erythematosus, with loss of hair and follicular plugging. Another patch is present on the right cheek.
Recently the patient has developed symptoms of right-sided hemichorea, with some right facial paresis. There is involuntary flexion of the fingers of the right hand, particularly of the middle and ring fingers. The plantar reflexes are flexor on both sides. There is no nystagmus. Dr. Symonds kindly saw the patient for me, and thought the nervous symptoms were probably due to a cerebral tuberculoma.
